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F 0o INITIAL.COMMEI\.ITS F Q00 Disclaimers
During annusal recertification survey and The Bridge at Monteagle does not believe
complaint investigations (#32560, #32565, atid does not admit thar any deficiencies
#32598, # 30805), conducted on Getober 14, existed either before, during or after the
2013, through October 16, 2013, &t The Bridge of survey, The Facility reserves all rights ta
‘Monteagie, na deficiencies were cited in refation contest the survey findings threngh informal
to the complaints undar 42 CFR PART 483, dispute  resolution, formal appeal
Requirementsfor Long Term Care. proceedings or any administrative or legal
F 246 483.15(e)(1) REASONABLE ACCOMMODATION | . F246| proceedings. This plan of correction is not
55=D | OF NEEDS/PREFERENCES meant to establish any standard of care,
- contract obligation or position and the
Aresident has the right to reslde and recejve Facility reserves all rights fo raise all
services in the facility with reasonable possible contentions and defenses in sny
accommedations of individual needs and type of civil or criminal ¢laim, action or
| preferences, except when the health or safety of proceeding, Nothing contained in this plan
the individual or other residents would be | of comection should be considered as a
endangered. ) ~waiver of any potentially applicable Peer
- Review, Quality Assurance or self critical
examination privilege which the Facility
) o ) does mot waive and reserves the right to
This REQUIREMENT is not met as evidenced assert in any administrative, ¢ivil or criminal
by . claim, action or proceeding. The Facility
Based on ebservation, review of facility policy, . offers its response, credible allegations of
and interview, the facllity falled to ensure siaff compliance and plan of correction as part of
provided at least two bathing opportunities per its ongofng efforts to provide quality of care
week for one resident (#1) of thirty-nine residents | toresidents,
reviewed: - - ‘ ="
The findings included: '
Resident # 1 was admitted to tha facility on .
Oclober 6, 2013, with diagnosés of Dementia, k248 ﬁ::;:?;::;eif:;l odation of wAs
Depression, Fldccid Hemiplegia and A resident hag the right 1o reside and receive
Hemlparesis; Chronic Airway Obstruction, services in the facility with reasoneble
Essential Hypertension, Osteoporosis, and accommodations of individvel nesds and
Esophageal Reflux. preferences, except with the health or safety of
g - T the individual or other residents would be
Interview with the resident on October14, 2013 In chdangered.
the resident's room at 2:15 p.m,, revealed the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TILE . (X6) DATE

Any deficiancy slatement efiding with an asterisk (*) denotes a deficlency which the Institution may be excused Trom correcting providing it ls determined that
other safeguards provide suffieient protestion to the patlents. {See Instructions.) Except for nursing homes, the finidings stated abova are disclosanle 90 days
following tha dats of survey whether or not a plan of correstion [s previded, For nuvsing homes, the above findlngs and plans of corection ara disciosabla 14
days Tollowing the date these' documents are made available to the faciity. If defilencies are clted, an appravad plan of corection is requisita to continued
program participaticn,
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F 248 Continued From page 1 F248| pocidents atfected:
resident had no choice of how many times per Resident #1 recefved a shower on 10/14/13 by
week a bath or shower was given. Continued CNAs. Resident was assessed on 10/16/13 by the
interview revealed the resident had only one bath Sacial Services Director to determine the
each weeK for the last two weeks-and wanted one r?mdﬁnt’g P;ﬁhﬂ:icaf:r bvf_glmtg alsnlcli days end
times 1o be mesident's shower
:gdh?:}algair\ﬁgg revealed the resldent preferred \lo-was updated on 10/16/13 by the Uit
- . Manager to veflect the resident’s bathing
Medical record review of the facillty "Bathing P erencs fd it Least o bathing oppartiaites
.RGpD!’t" conﬁnﬂed the resident had only one I:!ath Residents potentially affocted:
- | per weak-for-the last three weeks, Further review All residents have the potential to be affscted by
-of {he Bathing Report revealed on September 27, this cited practice regarding bathing and
2013 the resident roeceived a partial bed bath, on receiving at least two bathing opportonities per
Oclober 7, 2013 a full bath and on Ociober 14, week, Unit menagers will assess all residents to
2013 a shower., determine cach resident’s preference for bathing
- as well as days and times 10 be bithed by
TV : 5T . . 11/8/13. All residents® bathing schedules will be
Review of tha facility p'DIlG_‘,‘ Sl.lb]l.act : Shower, updated by the DON/Unit Managers ta veflect
Department Clinleal with an effeclive date of i ;
12-2010: Guideline: Th idents will b each resident’s preference for bathing and that
ey L, uioeline: The residen & each resident is scheduled at least two bathing
provided! offered a shower, as approptiate, at opportunitics per week by 11/15/13,
[east two (2] times per week according fo Systemic measures:
established shower schedule, Additional showers Unit managers will cducate staff regarding
may be given as necessary to keep A resident facility bathing policy and updafed bathing
clean and odor free. Residents will bs provided/ sehedule by 11/15/13, Unit managers will
offered a bed bath If resident refuses orIs menitor compliance with resident shower
clinically urable : schegl.;: daily and report findings during daily
oo : n stand down mesting,
to parhc:pelnte with the shower... Monitoring Measures;. ' . )
J Wound t it residents’ bathing =~
Interview with Registered Nurse (RN) #2, on records ﬂ;ﬁgmzﬁmo coma;%;fm
Octobe_r 14,2013 at 2:44 p.m., at the East hall with two bathing apporhmities per week, Wound
Nurses' station, confirmed the resident had not care nurge will notify tnit menager and DON ife
received an accoptabla numbser of baths per Tesident misses e single bathing opportunity so
faclity policy. =~ that resident can be offered an additionel bathing
F 280 | 483.20(d)(3), 483.10{k)(2) RIGHT TO F280| opporunity. Any issues idenrified rogarding this
. . -1 = _REV cited practive will be addressed monthly in QA x
§5=D PABTI.CIPATE.PLANMNG CARE ISE (.:P 2 mon_ths_for recommendations and forther follow
The resident has tha right, unless adjudged Up s Indicated.
incompetent or otherwise found to be
incapacitated under the laws of the State, to
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F 280 Continued From page 2 F280| pag)  Rightto Pertictpste Planaing 112213
participate i planning care and treatment or Care-Reviss CP
changes ip care and-treatment, The resldent has the night, uniess ad_ludged
incampetent or otherwise found to be
A comprehénsiva care plan must be developed ineapatitated wnder the faws of the State, to
within 7 days after the completion of the participate in planning care and weatment ox
comprehensive assessment; prepeared by an ;{h;’;g:‘; o ﬁ“cé':‘: fregtment,
. a H
ey et rcldes s stending Tt o it T0 s i
; 3 g " P | 10/15/13 by the Wound Carc Nurse to include an
or the resndent and other appropriate staff In iz mattress, wedge when turned, and specifics of
disciplines as determined by the resident's needs, wound care. The care plan for resident #15 was
and, to the extent practicable, the participation of updated on 10/16/13 by the Unit Manager to
the resident, the resident’s family or the resident's | - reflect the full infervention to atempt 10 a clutter
legel representativé; and periodically reviewed freo environment in the resident’s room.
and revised by a team of qualified parsons after Residents potentially affected:
gach assessmerit, All residents have the potential to be affected by

this ‘cited practice regarding care plans not being
revised to reflect the changing needs of the
resident. All resident cars plens will be reviewed
by 11/22/13 by the Unit Managers specifigally
pertaining to $kin problems and falls then revised

Th'ls REQUIREMENT IS not met as GV]denCEd 48 needed 1o reflect the changing needs of the
by: | residente,
Based an medical record review, observation, Systemic measures; .
and interview, the facility failed to revise the care The DON/Unit Menagers will educaie nursing
plan fo reﬂgct ﬁ-[e changing needs of the staff on ascuracy t?f care plfms related to skin
residents for ond (#70) and failad {o revise the %mbl,em;gﬁlﬁ ‘f‘:;‘;:ﬂm“s ;’3’ 11"?;"13-
. ursing pdafc carc plans wil
f:;ﬁigrl'ﬁg ?ét:;i‘:g" for ane (i1 5) of thirty-nine apprapriate interventions for new skin problems .
identiffed and aew falls as they oesur, -’
i
.| The findings 1nc!uded: Clonitbring Measnres:

Care plang for new =kin problems and falls will
be reviewed for aceuracy during clinical meeting

Resident #70 was admitted to the facllity on July _ throughont the week and revised as needed to
14, 2010, with diagnases incdluding Diabetes, reflect the changing neads of the resident, Any
| Psychosls, Dysphagia, Seizures, Hyperlension, Lssues identificd regarding this ¢ited practice will
Schizophrenis; and Quadriplegia. be eddressad monthly in QA x 2 manths for
N - ) recomsendations and further follow vp as

Medical retord review of the weekly nursing '| tndieated.

summary dated October 12, 2013, revealed the
resident had mermioty problems; was severely
impaired cognitively; could be loud and disruptive;
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was fotal dependence with bathing, dressing, and
groaming, transfers, and bed mobility; was always
incontinent of bowe! and bladder; and had a

' Stage |V pressure ulcer.

Medical record review of the resident's Braden
Scale (used to measure risk of skin breakdown)
dated June 18, 2013,and Sepiember 9. 2013,
Indicated a scora of 13 both months for a -
moderate risk of skin breakdown.

Medical record review of skin assessments
revealed no issues with skin during July 2013,
Continued review of skin assessment dated
August 4, 2013, revealed "...stage [ gluteal cleft
{buttocks) measuring 1 x 0.3 X 0.1 centimeters

with wound marglns and surrounding tissue
Intact. ..

Medical record review of the Pressure Ulcsr
Record dated September 25, 2013, revealed the
resident was to have a wedge cushion behind the

back when tumed to keep pressure off the
ulcerated area. N

Medical record review of the care plars dated
dune 28, 2013, revealed the potential for
davaloping skin breakdown as a problem with the
addition on August 2, 2013, of a stage ll pressure
ulcer gluteal cleft. Cuntinued review of the care
plan revealed no documentation of specific care
for the pressure ulcer. Further review of the care
plan revealed no documentation the resident was
to have s wedge behind the back when tumed fo
keep pressure off the ulcer,

Intemaw with the Wound Care Nurse on October
16, 2013, at 2:45 p.m., in the office of the Director
of Nl_JrSIng, revealed the resident’s ulcer was

F 280
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measured this morning and was 4.5x 2 x 0.1 and
the physician reordered Santyl for another 14
days. Continued interview with the Wound Care
Nurse confirmed the care plan was updated last
night {October 15, 2013) fo include the air
matiress; wedge when tumed; and specifics of
ulcer care, Further interview with the Wound Care
Nurse confirmed prior 10.the evening of October
18, 2013, the use of the wedge and specifics of
wound care had not been included in the care
plan.

Resident #15 was admitted to the facilityon
August 8, 2012, with diagnesis including
Dementa with Behaviors, Alzheimer's Diseagss,
Osteoporosts, and Cardiac Murmurs.

Medical record review of the annual Minimurm
Data Set, (MDB) dated July 17, 2013, revealed
the resident scored a three on the Brief Interview
for Menfal Status (BIMS) Indlcating the resident
was saverely eognitively impaired, required
limited assistance with activities of daily living and
had a history of falls.

Medical record review of the resident's care plan,
dated July 25, 2013, revealed "...at risk for fall
telated Injury...ambulbies behind wic
(wheetchair), also has walker available for use...Is
non-compliant at times with safety
interventions..." Continued medical record review
revealed no ddeumnentation of the October 11,
2013 fall or interventions related to this fall.

Qbservation on Octaber 18, 2013, at 7:25a.m., In
the resident’s room, revesled the resident laying
on the bed, aslesp, a wheel! chair in the room and
the resident’s call light within reach.

F 260
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Intervisw with the West Wing Unit Manager, on
October 18, 2013, af 11:20 am., in the nurses’
station, canfirmed "...resident did have a fall on
October 11, 2013...eame ovt of the room and
tripped ever another resident's wheslchalr...we
did ateachable moment with the staff regarding
“...always attempt to keep a clutter fres
envirenment for resident..." Continued interview
confirmed "...interventions are started
immediately after the incident.,.the care plan is
updated by {he unit manager regarding the
intérventions each moming and we did not
update the resident's care plan after the fall...®
F 441 | 48365 INFECTION CONTROL, PREVENT F 441
$5=D | SPREAD, LINENS | r4d1 Infection Control, Prevent Spread, | 11/29/13
. Linens
The facility must establish and maintain an The faeility must sstablish an Infection Control
infection Control Program designed to provide a Program designed to provide a safs, sanitary and
gafe, sanitary and comfortable environment and camfortable environment eud 1o help proveat the
to halp prevent the development and ransmission f‘nff"e'?l’mm‘_ &nd trensmission of discase and
of disease and infection. cetion.
. Iufection Control Pro
(a) Infection Controf Program %25 facility must establish an fnfection Control
- The facility must establish an Infection Conirol Program wnder which it—
| Program under which it - - (1)Imvestigates, controls, and prevents fections
(1) Investigates, ‘eonirols, and prevents infections in the facility; )
in the faeility; (2)Decides what procedures, such os isolation, ~
{2) Decides what procedures, such as isolation, should be spplicd to an individual residenr; agd
should be applied to an individual resldent; and (3)Maintains a record of incidents end comective
(3) Maintains a record of incidents and comective actions to fnfections.
actions related to infections. (b)Preventing Spread of Infection
(b) Preventing Spread of Infection EMQ?%M ntégfis?gha;;n to
(1) When the Infection Confrol Program prevent the spread of infection, the foility must
determines that a rasident needs isdlation to isolate the resident.
prevent the spread of Infectton, the facilify must
isolate the resident. ‘
(2) The facility must prohibit employees with a
FORM GMS-2567(02:09) Previous Versions Obsolata Event 0; 5KIM{1 Facllity 12% TN101 If continuation sheet Paga 8 of 14




Nov.

1. 2013 4:41PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDIGAID SERVICES

No.h164 P 14
PRINTED: 10/23/2013
FORM APPROVED

_ OME NO, 0938-0391_

STATEMENT OF DEFICIENCIES (*1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTICIN DATE SURVEY

AND PLAN OF CORRECTIOM IOENTIFICATION MHUMBER: A. BUILDING {XS}CDMF'LETED
445393 B. WING 10/16/2013

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP GODE

comrnUnicable disease or Infected skin lesions -
from direct contact with residents or their food, if
direct contact will fransmit the disease. "

(3) The facility must require staff to wash their
hands after each direct restdent contact for which
hand washing is indicated by accepted
professional practice. ’

(c) Linen_s )
Personnel must handls, store, process and

fransport linens =0 as (o prevent the spread of
infection.

This REQUIREMENT s not met as evidanced
by: T

Based on observation, review of facility policy,
and interview, the facillty falled to ensure staff
Tollowsd infection control practices for oxygen
treatments, hand washing, and sanitation of
multi-resident use equipment.

The findings included:;

Resident # 105 was admitted 1o the facility on
January 13, 2011, with diagnoses of Alzheimer's
disease, Dementia without Behavioral
Disturbance, Depressive Disorder, Psychosis,
Initable Boweal Syndrome, and Seriile Delusion.

Durlng the initial tour on October 14, 2013, at
10:2C a.m., on the'West hall, abservation of
resident #1085, in the resident's roem ravealed a
nasal cannula Tn ysé, with a date of September
22, 2013.

Review of facility pdllcy "Deparirmental
(Respiratory Therapy) - Prevention of Infection

" infection. :

| the cited practice regarding infection eontrel, All

. ) 26 SECOND STREET
BRIDGE AT MONTEAGLE (THE
! (THE) MONTEAGLE, TN 37358
(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S FLAN QF CORRECTION ¢5)
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F 441} Continued From page 6 F 441[ (2)The facility must prohibit employees with &

communicable disease or infeered skin Iesions
from dirset contect with residents or theirfood, if
direct contact will wansmit the disease,

(3)The facility mustrequirs staff to wash their *
hands after each dircet resident contact for which
hand washing is indicated by accepted
professiongl practice.

{c)Linens
Perconnel mongt headle, store, process and
transport linens so as to prevent e spread of

Residents affected:

The nasal cannuls for resident # 105 was replaced
by the DOM on £0/14/15 ard dated to reflest that
date, CNA #1 along with all staff were educated
regarding proper hand washing on 10/25/13 by
the East Unit Manager, The “Sileat Knjght™ pill
crushers were theroughly cleaned on 10716/13 by
the Unit Manegers, Staff were educated by the
east unft manager on 10/25/13 regarding clesning
ihe “Sifent Knight” pill crushers each shift by
Charge Nurses.

Residents potentially affected:

All residents have the potential to be affected by

nasal canrulas were ingpected or 10/14/13 and
replaced as needed and dafed accordingly by Unit
Meanagers_ All staff were educared regarding
proper hand washing on 10/25/13 by the East -~
Unit Mannger. All “Silent Knight? pill crushers
were thoroughly cleaned on 10/16/13 by Unit
Meanagess and o ¢lesning schedule was initiated
for all shifts on 10/25/13 by Unit Managers.
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F 441 | Continuad From pags 7 F 441 1qust:lnm'c :m.su:um]al.o,iJ ncod sreckdy b the
astl cannulas will be rep weckly by
e o A 2072 sl Crors e S,
d ded...” the Unit Moasgers. The SDC /DON will .
ays, Or as neade complete & competency on all staff regarding
o proper hand washing by 11/29/13. Charge Nurseg

Interview with Licensed Practical Nurse (LPN) #6, will clean “Silent Knlght” pill crushers every
in the resident's room on October 14, 3013 at shift and sudited twice weekly by the Restorative
10:35 a.m., confirmed the tubing was dated Wrse/Unit Managers.
September 22, 2013 and had not been changed Monitoring Measures:
infifeen days Unit manapers/restorative nurse/designee will

report eoncerns identified with infection control

throughout the week in clinical meeting.
Observation on October 14, 2013 at 12:35 p.m. qumflfgn control ssomes sdentiied will%e
revealed twelve residents in the west dinlng raom. addresscd monfhly in QA x 2 months for
Further observation revealed Certified Nurse mmmmend&ﬂongymd further follow-up es
Aide (CNA)#1 was serving trays to the residents. indicezed,
Further observation revealed one resident
requested help placing the feet on tha floor from
the wheelchair supports and readjusting the legs.
Continued observation revealed CNA#1 went to
the resident to assisi with the feet and legs.
Continued observation revealed CNA#1 went
back to delivering trays to the other residents
without washing the hands. Furthar sbservation
revealed CNA #1 went to the resident a second
time to réadjust the feet and legs, Continued :
observation revealed CNA #1 did not wash fhe
hands for the’ second time.
Observation on October 14, 2013, at 12:40 pam.,
in the west dining roem, revealed CNA#2 entered
the dining room from the outside courtyard and
without washing the hands went fo the food
delivery cart to pull a lunch tray for = hall delivery.
Interview with CNA #1 and CNA #2 October 14,
2013, at 12:45 p.m., atthe food delivery cart in
the hallway outside the west dining room,
confirmed CNA#1 did not wash hands after two
physical confacts with residents before passing
the lunch trays. Further interview with CNA #2
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corfirmed tha CNA dld not wash hands when
entered the dining room from outslde and prior to
passing the trays o the hall residents, '
Observation and interview on October 14, 2013,
at 3:01 p.m., at the west central medlcafion cart
revaaled the “Silent Knight” pill crugher had white
powdery residus present. Interview with Licensed
Practical Nurse {(LPN)#7 confirmed the
multi-patient use pill crusher was dirty and was in
need of cleaning.
Obsewaﬁon and interview cr1 Oclober 18, 2013,
at 3:29 p.m., at the west medication cart revealed |
the "Sient Knight* pill crusher had white powdery
residue present. Interview with Registered Nursa
(RN)#1 confirmed the multi-patient use pill
crusher was dirty and was in need of cleaning.
Observation and interview on Cctober 16, 2013,
at 9:07 a.m., at the east medication cart revealed
the "Silent Knight” pill crusher had white powdery
residue present. Interview with LPN.#4 confirmed
the multi-patient use pill crusher was dirfy and
was irf need of cleaning.
F 456 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 458 | F456 Essential Bquipment, Safe 10715113
§5=N | CPERATING CONDITION ’ Operating Condifion -
The farility must maintain all essential
‘ The factlity must malntain all essential mechanical, electrical, and patient care
mechanical, electrical, and patient care cquipment in saft aperating condition,
equipment in safe operating condition Residents affected:
¢ : ‘The éoncentrator flters for residents #91 and #40
. : were clmqe; imme, g.iately upon identification of
. the issue, The over bed table supports and |
This REQUIREMENT is not met as evidenced for residents # 143 and # 92 mlli Em i:l'rtra_ve;%sus
by: . pole stand for resident #92 was cleaned
Based on observation and Interview, the facility immedianely vpon identification of the issue.
falled fo maintain resident care equipment Ina .
sanltary manner.
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F 456 | Continued From'page 8 F 458] Residents potentially affected:
p
’ All residents have the potential to be affected by
i . the cited practice reganding clean oxypen
The findings Ir!cl.l.ldBd : concentrator filters, clean over bed table supports
Observation and interview with Licensed Practical ?gﬁ;ﬁf&ﬂmﬁénﬁgiﬁﬁ?‘ Al
Nurse #2 confirmed, on October 14, 2013, at supports and legs, and ium;@rcuous pole stands
11:44 a.m., of resident #81 with a nasal cannula werce inspocted and cleaned 2s needed on
In place and uxygen set at 2 liters per minute, the 10/15/13 by the Cenuet Supply Manager and the
two, oxygen concanfrator filters were white with Housekeeping Director and Housckeapers.
debris. Furither nterview revealed the weekend
shift was assigned to c¢lean the filters. Systemic measares:
Ceatral Supply Manager will clean oxygen
; : : concentrator filters weekly. Honsekeepers will
Observation and interview with Reglstersl.ld Nurse inspect over bed table suppovts and legs, and
#1 confirmed, on October 15, 2013, at 748 am., ; X
| of resIdent #40 with i Ia in ol d intrayenous pole stands daily and clean as
ot residan Vit & nasal cannu'a In place an nesded. Nursing staff will clean over bed table
oxygen set at 2 Jiters per minute, the two oxygen supports and legs, and nteavenovs pols stands as
concentrator filters were white with debrls. needed, -
Further inferview revealed the weekend shift was Menitoring Measures:
assigned to clean the filters. Unit managers will audit oxygen condentrator
. filters weekly. Housckecping Director will andit
Observation and interview with Licensed Practical 0‘"12 bed table SUPP‘I?'_T“ ﬂndIEgri. end in‘:gal\:cnous
Murse #1 conflrmed, on October 15, 2013, at 9:36 pole stamds weekly for proper cleaning. Any
am,, in the'room of resident #143, the aver bed ﬁ‘;ﬁ‘d;gm“f“ “&'I““!mg%“;m Pt‘l’ls“";‘o""“"‘“n
fable support and legs had blackened debris and e maonmy 1 QA x 2 mon e
rust present. Further observation and interview indicated. P
conflrmed the resident’s raommate's over bed
table legs-had a white powdery residue present,
Observation and interview with Licensed Practical
Nurse #1 confirrmed, on October 15, 2013, at 9:42
a.m., in the roorn of resident #92, the over had
table suppart and legs had blackened debriz and
rust présent. Further observation and interview
confirmed the intravenous pole stand used by the
resident’s rocommate had dried blacksned debris
present.
F 5141 483.75(1) RES F514
55=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE
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HAME OF PROVIDER CR SUPPLIER ) STREET ADDRESS, CIVY, $TATE. ZIF CODE
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F 514| Continued From page 10 F514| Fs14 Res Records ' 11413
. . Complete/s.cenratefaccessible
The facillly must mainfain clinical records on each The facility must maiuain clinicel records on
: P . each resideot in secordancs with accepted
resident in accordance with accepted professional professional standards and practices that are
standards and practices that are complete; - roadi
. el complets; accurately documented; readily
accurately documented. readlly accessible; and accessible; and systematicelly organized.
systematically organized. The ¢linical rccord must contain sufficient
. . information to identify the resident; a record of
The clinical record must contain sufficient the resident’s assessments; the plan of carc and
information to fdentify the resident; a record of the services provided; the results of any preadmission
resident's assessments; the plan of care and serecning conducted by the State; and progzess
servicas pravided; the results of any ‘;‘{'::i; s affected
s R Cr 2 o Fan 1den - :
gn ;SQ;?::Q r?ot:: ning candusted by the State; The Discharps Assessment and Summary for .
i resident #63 was updated by the IDT toam on
10/30/13 to accurztely teflect the actual discharge |
status of the resident MARS for residents #85
This REQUIREM ENT Is m::t metas evidenced and #68 were corrected by the Unit
by: Manager/Charge Nurse on 10425713 to xeflect the
Based on medicat reeorg review and interview, accurate percentage of medication accepred by
the'facility failed to ensure the medical record the resident. A med error report was completed
was ‘accurafe and complefe for three residents for hoetz :r;g crror;, the physidt;n and POA, were
H63, #85, #68) of thify-nine residents reviewed. notified of the med errors, and the nurse was
(#63 ) o e eduoated regarding proper MAR. documentation
The ﬁndings Included: aﬁlg Ighysman notification on %0/29/13 by the
Residents potentially affectod;
Resident #63 was admitied to the facility on April ‘All charts oF d,-schﬁgad rosidents heve The
25, 2013, and readmitted on August 24, 2013, potential to be affected by the cited practics
with diaghoses including Advanced Dementia, regarding updated and accurate Discharge . ~°
Chronic Obstructive Pulmonary Disease, Asscssment and Summary forms. Charts of all
Hyperlension, Peripheral Vascular Disease, and residents discharged within the Jast ninety days
Hyperparathyroidism. weré andited for accuracy and completeness on
11/1/13 by Medical Records Digector, All
residents recejving raedicerions in liquid form
Medical record review revealed the resident was havo tho potential fo be affected by the cited
transferred from the facllity to an acute care . : ,
practice regavding acciate MAR documéntation
facility on August 17, 2013; readmitted fo the for medications in Yiquid form. A med pass
facility on August 24, 2013 and readmitted {o the competency was completed for all lisensed staff,
hospital o August 24, 2013, after which the and &l ficensed staff were educated regarding
resident was discharged home with hospice. proper MAR docimentation snd physician
) notification cn 10/29/13 by the DON.
: Medical record review of the undated facility
FORM CMS-2667(02-29) Frevious Versions Obsolsts Evant ID:6KIM11 Facllty 10: TN3104 If contiuation sheet Page 11 of 14
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514 | Continued From page 11 F 514; Systemic measures:
Discharge Assessment and Summary revesled + | Dischargs Assessment and Summary form to be
the resident was discharged to the hospital, via ;’ﬁ“"d Eﬁ;ﬁ'ﬁﬁgﬁgﬁi}g& vt
arnbulatory, accompanied by EMS (Emergency Asségem end Svmmary form to the clinical
Management System). Confinued review of the meeting for completion by the IDT team. The
discharge form revealed the front of the form unit manager will verify the accuracy and
which Included medically defined conditions and completeness of the Discharpe Asscssment and
prior medical history, summary of diagnoses and Summery form. A medication pass competency
conditions at time of discharge, as well as | was completed for al licensed staff, end all
physical/mental status, physical impairments, licensesi staff were educgt«ll} regerding propes
nufriional stafus, special treatments, mental and '| MAR documentation and physician notificarion
status, dental condition; activities potential, ;&Wﬁ;ﬁgxiﬁ;ﬁgﬂfmg will
[ﬁg?ahlhta\zgg g?tel?hal' cognitive status, and drug nurses per month with residents receiving
PY: an. medication in liquid form to ensure proper MAR
. . . dacumentation and physician notifieation if
Medical redord review of the dietary discharge required. Any mxj’di‘nﬁﬁcd during 11::1
summary dated September 10, 2013, revealed medication pass will be foxnediately comected
"...Dfcd (discharged) to haspital then passed with the Heensed nurse and education provided
away..."” ‘ by the SDC/DON.
. . Monitori_ng Measiires: )
.| Medical-racord review of the undated Activity The Medical Records Dircstor will andit
discharge summary revealed ...was discharged Discharge Assessment ayd Suitnmary forms for
to hospital on August 17, 2013 and later passed all discharged residents as discharges occur. The
o ' P Medical Records Director will report concerns
ay. . identified regarding the Discharge Assessment
. . end Summery form in the clinical meeting and to
Medical record teview of tha undated Social the admﬁm ﬁulgughoutmc week, TEe snc
Services discharge summary revealed "...resident will repert concerns identified with medication
was D/C to hospital on August 17, 2013, D/T (due pass end physician notification in the clinical - -
to) Hiness then D/C to home from hospital..." meeting and to the administrator througheat the
. week. Abova concerns identifled will bé
Medical record review of the undated Nursing addressed ‘;‘?A m"‘(‘i‘hfgt‘ﬁz }“‘ﬁ“‘hs for
discharge summary revealed "...resident was o nons in furfier follow-up a3
discharged to the hospital for an acute iliness.
Resident then discharged home from hospital...”
Interview with the Director of Nursing (DON) on
Oclober 16, 2013, at 2:40 p.m., in the DON's
office, confirmed the resident was admitted to the
hospital on August 17, 2013, and readmitied to
the facility on August 24, 2013. Continued
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interview with the DON confirmed the resident
became ill; was transferred back to the hospital
on August 24, 2013; and was subsequently
fransferred to homa wiih hospice services.
Further interview with tha DON conflrmed the
Discharge Assessment and Summary was not
complets and atso had conflicting information.

Observation and Inferview on October 14, 2013,
at 11:53 a.m,, revealed Laciulose (laxative) was
orderad for resident #85. Licensed Practical
Nurse (LPN) #1 poured the medication without
measuring, stated it was 110 millfliters {mls). tock
the medication to the room and handed the cup {o
the resident. Contiuned observation revealed the
resldent took a sip and sat the cup on the
overbed table-along with the cup of water
provided for ather oral medications. Continued
observation raveated LPN #1 asked the resident
if wanted anymore water or the lactuloss, the
resident siated no. Further observation revealsd
LEN #1 tadk the water and the lactulose and
paured them down the sink, interview with LPN

#1 revealed "probablytook abaut one-fourth of
the lactulose”,

Medical record review of the Medication
Administration Record (MAR) for Qctober 14
20713, revealed documentation the lacfulose was
adminlstered as ordered,

Interview with the Nurse Practitioner (NP}, in the
NP office, on October 18, 2013, at 10:15a.m.,
revealed "...usually tha nurses tell me if a resident
refuses their medications...” Further intarview
confirmed the NP would not be notlfled if a
resident doesn't take all of the medications such
as lactulose. .
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Observation of the medicafion pass on October
16, 2013, at 8:58 a.m., on resident #68 revealed
Miralax (Jaxative) 17 gms (grams) mixed with 80
mis of Med Pass {nufritional supplement). Further
observation ravealed LPM #5 handed the
medication to the resident and the resident held it
without drinking if. Continued observation
revealed LPN #5 waited several minutes and tha
resident took one sip of the medication,
Confinued observation revealed LPN #5 waited
several mare minutes and asked the rasident i
wanted anymore of the "drink” and the resident
aaid no. Continued observation revealed LPN #5
took the medication and discarded it

Medical reco}d review of the MAR at 11:00 a.m.,
on Qctober 16,2013, revealed both medications
were marked as administered, and Med Pass

was marked as given withouf a peroentage of
infake documanted,
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